Introduction
Heart failure is a progressive clinical condition characterized by impaired filling or ejection of blood from the heart. It is further categorized by a series of stages, each of which is more severe and life-threatening than the last [1] . Recent data indicate that approximately 6.5 million people in the United States suffer from heart failure, with projections estimating a steady increase in prevalence to more than 8 million by 2030 [2] [3] . In patients with end-stage heart failure undergoing traditional medical therapy, studies demonstrate one-year survival rates as low as 11%-25% [4] [5] . The most successful clinical recourse in this patient population continues to be heart transplantation; however, due to a paucity in the availability of donor hearts, alternative treatments, such as left ventricular assist devices (LVADs), are becoming increasingly more common [6] . left ventricular assist device (LVAD) is a device that assists or completely replaces the function of a failing heart by functionally connecting the left ventricle directly to the aorta to manually circulate blood via a battery-powered pump [7] [8] . LVADs are primarily used as a bridge to transplantation for eligible patients, but they can also be used as a permanent therapy in patients ineligible for transplantation [7] . Current reports demonstrate one-year survival rates as high as 80% in all LVAD patients [9] . While LVADs were historically used as a bridge mechanism, promising one-year survival rates have led to an increase in long-term use [10] . Due to the growing success and versatility of LVADs in helping treat end-stage heart failure, patients receiving LVADs have increased from just 98 in 2006 to over 2,000 per year between 2012-2014 [9] .
Despite the increasing prevalence of patients with LVADs, there is a dearth of research on how these patients should be properly managed in the emergency department [11] [12] . Given the delicate and intricate nature of the LVAD device and its function, patients may not present with expected vitals on clinical assessment (LVAD patients typically do not have peripheral pulses and their blood pressure cannot be measured using automated cuffs), and some traditional advanced cardiac life support methods (e.g., chest compressions) must be avoided in order to preserve the function of the LVAD and circumvent any additional iatrogenic injury [7] . Considering the increasing burden of heart failure as well as the concomitant rise in LVAD placement, it is of utmost importance that healthcare providers in emergency settings be well trained in managing patients with LVADs. Therefore, the purpose of this simulation is to guide clinicians in readily recognizing and managing a trauma patient with a LVAD device in order to improve patient outcomes.
Technical Report
The LVAD trauma case is simulated to take place in a community emergency department. The team has access to standard equipment, medications, and consultants. The simulation is performed with a Simulaids Stat Manikin with Deluxe Airway Management Head (Simulaids, Inc., Saugerties, NY) wearing a simulated LVAD modeled after the HeartWare LVAD (HeartWare, Framingham, MA). The simulated LVAD consists of two batteries, a control unit, a pump, inflow tube to the pump from the left ventricle, outflow tube to the aorta from the pump, and a driveline cable (Figure 1 ). The manikin is fitted with a belt that holds the LVAD control unit and both batteries. The LVAD driveline cord is attached to the manikin via tape to the chest area. This simulation provides an opportunity to manage a trauma patient with a LVAD device and to assess the learner's ability to appropriately manage a high-risk, low-frequency scenario. 6. Apply one side of the velcro to the back of the controller and battery cases and the other side to the briefcase strap (all 13 cm apart) to form the "LVAD belt" (5 min)
Replication of the LVAD
7. Hollow out one small hole in each battery; hollow out two small holes and one medium hole in the controller. If fiberglass is applied, a drill will be needed to make holes (5 min After the gathering of materials is complete, creating the simulated LVAD should take approximately one hour. The optional steps increase completion time to five hours; however, the finished product will more accurately portray the actual device. The device will also be more durable and usable for a longer period of time.
Preparing the simulation scenario
The staff involved in the simulation includes a confederate nurse, a confederate emergency medical technician (EMT), a simulation technician, and at least one faculty member. The faculty are pre-briefed and provided with an outline of the complete case, including patient history, critical decision points, and vitals and labs ( Tables 1-2) . Throughout the case, the simulator's vitals are adjusted to reflect the management decisions of the learners as outlined in the flowchart ( Figure 4) , with the green lines illustrating the proper pathway and the red lines illustrating the improper pathway. 
MAP (if obtained)

FIGURE 4: Vitals flow chart (branch points)
Vitals numbers in the figure correlate with the vitals listed in Table 1 .
Images of a chest x-ray (CXR), electrocardiogram (EKG), and focused assessment with sonography in trauma (FAST) exam ( Figures 5-6 ) are chosen by the faculty and included in the simulation. A technician provides the patient's voice through the manikin to facilitate physician-patient communication. The details of the case are standardized and include patient prescription medications, patient medical history, and the lab work ordered by the learners. A confederate nurse is present to enact orders and communicate information to the learners upon request. 
Pre-briefing
A pre-briefing meeting was held prior to the start of the case, in which the learners were instructed to address the simulation as if it were a real-life situation. The extent of the manikin's capabilities was discussed along with the resources available for treatment and the roles of the staff in the simulation. The learners then conferred to delineate each of their roles ahead of the simulation.
Case
A 63-year-old male presents via Emergency Medical Service (EMS) after being involved in a two-car motor vehicle collision. EMS reports that the patient was a restrained passenger when he was struck by an oncoming car traveling at approximately 50 mph. On the scene, the patient was alert and oriented but complained of abdominal pain. Medics were unable to obtain a blood pressure reading but remaining vitals are stable. Upon arrival at the emergency department (ED), the patient continues to complain of left upper quadrant (LUQ) abdominal pain while denying any chest and neck/back pain, shortness of breath, headache, or neurological deficits. The patient has a medical history of stage IV chronic heart failure, hyperlipidemia, and diabetes mellitus. Patient's surgical history includes a pacemaker, cholecystectomy, and a LVAD placed four months ago. Patient takes warfarin, insulin glargine, insulin lispro, and atorvastatin. Patient reports no known drug allergies.
The case is considered successfully managed if the learners obtain a focused history from EMS (and/or the patient), appropriately execute a primary survey, initiate standard therapy, and recognize the LVAD as the reason for the lack of blood pressure and pulse. Learners should remain focused on the resuscitation of the patient and not be distracted by the LVAD, identify a positive FAST exam and initiate the massive transfusion protocol (MTP), order an EKG and CXR, attempt to call the LVAD coordinator within five minutes, and notify the trauma surgeon. If the patient is taken to a CT scanner at any time (with persistently unstable vital signs), MTP is not initiated, and/or chest compressions are performed, the patient codes and the case is terminated after a few additional minutes per the discretion of the senior faculty.
Debriefing
A debriefing session was held for all simulation participants upon completion of the case. The technique for the discussion incorporated a theory-based framework based on a combination of critical feedback and inquiry [13] . Faculty facilitated learners' identification and analysis of their own performance, their communication with and management of an interprofessional staff, and their development of a broad differential diagnosis.
The main discussion points focused on the management of a LVAD patient who has suffered an acute traumatic injury with a normally functioning LVAD in comparison to the management of a typical trauma patient, an overview of which can be found in Table 3 . The ability to recognize a LVAD and treat the underlying pathology via a standard primary survey while taking care to avoid interfering with the operation of the device itself was paramount in the debriefing. The standard primary survey served as the initial focus of the discussion, as many learners frequently failed to follow advanced trauma life support (ATLS) protocol or were very distracted by the LVAD at the outset of treatment, delaying critical resuscitative management. The discussion then focused on the LVAD device itself and the delicate procedure for treating a LVAD trauma patient. Learners were initially confused about the exact function of the LVAD and had limited or no knowledge of the importance of calling the primary LVAD coordinator to better understand the mechanics and physiology of the LVAD and the relevant precautions that need to be followed. Perhaps as a result of a lack of understanding, or a misunderstanding of the device's function, learners were not familiar with typical vital signs and physical exam findings that often normally occur with a LVAD patient. Specifically, the difficulty in obtaining pulse and blood pressure readings presented a significant obstacle to the learners, who were not aware that mean arterial pressure (MAP) had to be taken to measure blood pressure when traditional measurements were unreliable, and that the pulse may be very diminished or nonpalpable [7] . Additionally, learners initially had trouble understanding that a LVAD patient in ventricular fibrillation (VF) and ventricular tachycardia (VT) could still be responsive secondary to the continuous hemodynamic support provided by the LVAD.
TYPICAL PATIENT LVAD PATIENT
Post-scenario didactics
Upon completion of the debriefing, all learners participated in a 20-minute didactic session to reinforce the key teaching points during the simulation. Importance was placed on differences in methods of proper management of a typical patient when compared with a LVAD patient. In addition, the importance of first checking the LVAD and contacting the LVAD coordinator was emphasized. The discussion of the management of a LVAD patient focused on obtaining the MAP, following ATLS protocol, and the importance of fluid for hypotensive trauma victims regardless of other extraneous circumstances. Following the lecture from senior simulation faculty, time was given for the learners to ask questions.
Discussion
Heart failure is a common medical condition that is affecting the US and the broader global population at an alarming rate. While heart transplantation remains the most clinically successful means to treat end-stage heart failure, LVAD devices have become an increasingly common and effective form of alternative or permanent treatment, suggesting a forthcoming rise in the frequency with which these devices are seen. This increase in this patient population will, therefore, necessiate the training and education of emergency medicine providers [14] . In our experience, many emergency medicine physicians are ill-equipped to manage the nuances of treating a LVAD patient effectively in a trauma scenario. Due to the severe consequences of interfering with a functioning LVAD, simulating an emergency scenario is an invaluable method to teach learners about the management of such patients without clinical repercussions for the patient. Our simulation is structured to emulate a trauma case with a LVAD device, wherein learners may face some of the potential pitfalls and complications intrinsic to working with and around these devices.
Additionally, the case was meant to serve as an ATLS primary survey review. Successful resolution of the scenario was therefore contingent upon prompt recognition of the LVAD and appropriate resuscitation of the patient's traumatic injuries while remaining mindful of navigating the LVAD device. Our previous experiences demonstrate that learners consistently struggle with certain aspects of this particular case as revealed in the debriefing. Notably, the failure of learners to execute a proper ATLS primary survey secondary to the distraction (and sometimes bewilderment) of the LVAD device is problematic. Many learners immediately identify the LVAD device, coupled with the notification from the confederate nurse that the patient has no palpable pulse and no blood pressure, yet the patient is speaking and complaining of abdominal pain. Many learners spend several minutes discussing the LVAD with the patient or approaching the patient as if they were walking into a room with a stable patient complaining of abdominal pain. After several minutes of mismanagement (lack of aggressive fluid resuscitation and proceeding down the primary survey), the patient becomes unresponsive, which often results in the patient being resuscitated as a typical cardiac arrest patient, with chest compressions, leading to iatrogenic dislodging of the device.
With respect to the implications of the device itself in a trauma scenario, learners failed to recognize the importance of involving the LVAD coordinator, which is a vital management step to resuscitating this delicate patient. Likely owing to their unfamiliarity with the device itself, learners were unaware of the benefits of involving the coordinator, such as guidance in troubleshooting, operation, and what steps to take to properly treat the patient. Learners also had difficulty obtaining valuable vital sign information to help them guide their resuscitative efforts. Namely, learners struggled to acquire a blood pressure reading, which is a regular occurrence in LVAD patients and is critical to guide the fluid resuscitation of a trauma patient. Furthermore, the finding of diminished or absent pulse confused the learners, who expected a patient presenting with no pulse to be unresponsive. Additionally, a number of clinically deleterious iatrogenic complications may arise, resulting in LVAD disruption, such as rapid exsanguination if the pump is dislodged. In order for clinicians to adequately treat LVAD patients presenting with trauma, they should have a fundamental understanding of the basic function, physiology, and troubleshooting of the LVAD device to attain optimal clinical outcomes in this patient population.
Conclusions
This case underscores the importance of recognizing and safely working around a LVAD device in a trauma simulation scenario. Learners are mentored to adhere to ATLS protocol while remaining cognizant of the device and the potential complications that may arise as a result of improper management.
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